Research has indicated that bereaved people whofor various reasons-are considered to be at risk of experiencing complications in the grieving process are the ones on whom professional bereavement interventions should focus (Currier, Holland, & Neimeyer, 2006; Schut & Stroebe, 2005) . This calls for valid assessment of grieving difficulties to identify such vulnerable people because standardized, evidence-based risk assessment is an important component in the provision of effective bereavement care (Schut & Stroebe, 2005) . Such assessment enables care providers to offer the right kind of help to those who need it, and-of equal importance -to avoid providing intervention to people who will probably not benefit from it. In addition, psychotherapists and counselors are increasingly under pressure to operate as efficiently as possible while minimizing operating costs. In this context, offering intake assessment over the telephone, by video conference call, or by means of other e-health technologies has been considered a potential way of reducing costs for clients and practitioners in recent years, increasing availability to serve people needing help, and identifying which people stand a good chance of benefiting from intervention and which individuals will most likely cope better on their own.
Drawing from the broader e-health literature, remotely-conducted intake assessment offers unique advantages and disadvantages (Crawford, 2003; Freir et al., 1999; O'Reilly et al., 2007) . Potential advantages include cost savings, physical and social accessibility, and the extent of available intervention services (see Lee et al., 2010; Peñate, 2012) . Another possible advantage is the reduction in fear of social stigma associated with accessing psychological or psychiatric services (see Cukor et al., 1998; Kavanagh & Yellowlees, 1995; Peñate, 2012) . Doubts about such assessment have to do with the quality of the encounter (e.g., commitment regarding keeping appointments, and the active engagement of the client; see Mozer, Franklin, & Rose, 2008) . Indeed, O'Reilly et al. (2007) observed that 10% of people approached to participate in a videoconferencing study declined to do so, citing their unwillingness to receive services remotely. Concerning the broader range of e-health modalities, access to and familiarity with technological platforms must also be considered. Modalities can range from a basic telephone call to low-cost internet telephony applications for audio and video conference calls to social media or virtual reality programs (see Peñate, 2012) . At the time of writing, factors such as advanced age, lower education level, and lower socioeconomic status were liable to restrict access.
In-person assessment modalities have their own advantages and disadvantages. The advantages range from feasibility to a preference for seeing a counselor in person (see Cukor et al., 1998) . Indeed, some people cannot or do not wish to use telephones or other communications technology, whereas others may not have adequate privacy when they use such devices to answer personal questions. In their meta-analysis of remote assessments and interventions, García-Lizana and Muñoz-Mayorga (2010) concluded that a preference for in-person over remote assessment predominates among both clients and practitioners. The disadvantages to in-person assessment mirror some of the advantages of remote assessment; for example, the relatively higher costs of in-person services and the potential physical and social (e.g., stigma) barriers to accessing care at a counseling location.
Given the range of potential advantages and disadvantages, the impact of integrating an e-health assessment procedure into a bereavement intervention program needs careful consideration. There are various ways that evaluation of e-health initiatives can be approached. Guidelines recommended by The American National Institutes of Health for evaluating telehealth initiatives follow Hicks et al.'s (2011) transactional economics-based model, which stipulates concentrating on one of three foci of analysis (cost, quality, or access) and one of three levels of analysis (society, community, or individual). To date, no evaluations of e-health versus in-person assessments have been conducted for bereavement intervention programs. Although a great deal of research has been conducted recently on the efficacy of e-health interventions for a range of psychological health conditions and therapies among different populations, our focus is on assessment in a telehealth context. Specifically, the present study is interested in the quality of an assessment for bereavement intervention (the similarity of results across conditions) at the individual level (the assessment of bereaved persons' grieving difficulties).
The study was designed, first, to compare the results of assessment for the two modes of intake: Is there a difference in evaluation of the client's difficulties in the grieving process (including level of grief symptomatology and risk of grief complications) when assessed remotely (telephone intake) or in person? Second, the clinical implications of using one or the other mode of assessment were explored: Are there differences in assignment to specific types of bereavement intervention depending on whether remote or in-person intake has been used? In the present study, the telephone was selected as the means for delivering the remote assessment for several reasons, which are discussed below.
Given that research on intake procedures specific to assessment for bereavement intervention is lacking, scientific literature from a wider range of telephonebased psychological and psychiatric assessment services is briefly reviewed in the next section. The rationale and design of the present study are then outlined.
Telephone versus in-person assessment: Review of empirical studies
In general, it has been shown that remote and in-person assessments have produced similar results when it comes to practitioners' assessment of clients' mental health, particularly when structured interviews are used (for social anxiety disorder, see Crippa et al., 2008; Lyneham & Rapee, 2005 ; for depression, see Pinto-Meza, SerranoBlanco, Peñarrubia, Blanco, & Haro, 2005; Simon, Revicki, & Von Korff, 1999; Spek, Nyklíček, Cujpers, & Pop, 2008;  for Axis I and II disorders, see Brar et al., 2002; Rohde, Lewinsohn, & Seeley, 1997 ; for a metaanalysis of studies, see Hyler, Gangure, & Batchelder, 2005) . Exceptions have also been reported, indicating the need for careful consideration, interviewer training, and clearly established and communicated guidelines before implementing a telephone-based assessment program where questions may address sensitive personal matters. Although Rohde et al. (1997) reported generally quite equivalent results from telephone and in-person interviews, significant discrepancy was noted in the telephone condition participants' responses to substance abuse questions. The authors suggested that this may have been attributable to lack of privacy, as several participants attended telephone interviews with their children or spouses in the room.
Investigations of the equivalence of semistructured diagnostic assessments conducted over the telephone and in person, however, have produced mixed results. In a study using a test-retest design to examine the equivalence of telephone and in-person delivery of the Structured Clinical Interview for DSM-IV for Axis I disorders (SCID I), Cacciola, Alterman, Rutherford, McKay, and May (1999) reported a significantly higher number of diagnoses of lifetime major depression in the in-person interviews than in the telephone interviews. They also found poor agreement with social phobia. The authors suggested that the in-person bias in the diagnosis of major depression may have been attributable to the opportunity-introduced by the semistructured interview format-for the clinical interviewers to make use of their professional skills to gather information. Given that they were not specially trained for assessment via telephone, the interviewing clinicians in the study may have been better able to probe for further information in the in-person assessment format to which they were accustomed, and less adept at eliciting further information over the telephone. Crippa et al. (2008) repeated Cacciola et al.'s investigation using the SCID-I for social anxiety with results that demonstrated equivalence across telephone and in-person conditions. They attributed the difference in results from Cacciola et al.'s study to the extensive training process that their interviewers went through to prepare for telephone delivery, including role-plays and simulations, discussion of potential responses and their ratings, and observation of interviews.
Based on the general findings reported above, there seem to be good reasons to expect that telephonedelivered and in-person assessment can yield equivalent results in terms of quality in a structured format, and possibly also in a semistructured format when sufficient interviewer training is provided.
Telephone versus in-person assessment for bereavement-related grief symptoms and risk
Existing reservations about the quality of telephone versus in-person assessment of the psychological services identified above also imply the need for specific quality assessment of these assessment modalities in the bereavement intervention area. In other words, we need to determine whether it is appropriate to deliver an assessment of bereavement-related grief symptoms and risk remotely or in person, and whether assessment results from the two delivery methods can be integrated into the same client intake system. Furthermore, it is necessary to understand whether the assessment results differ, and if so, in what way.
For that purpose, a naturalistic quasi-experimental study was conducted, first, to compare the results of assessment for the two modes of intake: Are there differences in evaluation of the client's grief complication risks when assessed over the telephone or in person? Second, if the previous question was to be confirmed, the clinical implications of using one or the other mode of assessment needs be explored: Are there differences in assignment to specific types of bereavement intervention depending on whether telephone or in-person intake has been used? Given the lack of grief-specific evidence in the reviewed literature, the current study was exploratory in nature.
Method
The opportunity to conduct this naturalistic investigation was presented in the context of a larger study on the efficacy of the national bereavement care service implemented by Cruse Bereavement Care Scotland (CBCS), a charity that provides over 12,000 hours of one-to-one bereavement support and serves over 3,000 bereaved people each year. Because of long waiting lists for bereavement intervention services and the organization's broad geographical remit, CBCS introduced telephone-based assessment in 2011 to expand its overall capacity for assessment. CBCS considers evaluation of this extension to the care program an important step in its implementation. The telephone was selected as the means of remote assessment delivery (rather than video conferencing or other web-based technologies) by the service-providing organization because it remains the most accessible means of telecommunication for most of the UK population. As of May 2013, 14% of the UK population aged 75 and over had never used the Internet. Scotland also continues to struggle with poor quality Internet connections across its regions, although the government has set an objective to develop a high-quality Internet infrastructure across Scotland by 2020 (Scottish Government, 2011) .
Participants
Potential participants were identified (with client consent) via the CBCS database. All participants had initiated contact with the bereavement support organization themselves and had actively requested support. All were adults (age 18 and over) who had been bereaved for at least 6 months prior to the intake assessment. For inclusion in the study, no distinction was made with respect to the participants' relationship to the deceased, which nevertheless followed a similar pattern in both conditions and was representative of general CBCS client demographics. A description of participants' demographic information can be seen in Table 1 .
Because testing for equivalence is testing the null hypothesis, the issue of sample size is important. To estimate an appropriate sample size, we have assumed that a difference of one-half of a standard deviation between the two groups would be sufficiently large to suggest nonequivalence. An apriori power analysis indicated that a sample of 210 participants (105 per group) would have a 95% chance of detecting the effect if the population difference were at least one-half of a standard deviation. In total, data from 445 participants were selected for the study, with 115 in the telephone condition, and 330 in the in-person condition (eight participants had to be excluded from the study for various reasons; e.g., a few clients presented with substance abuse problems that required attention before bereavement intervention could be considered).
Clients in both conditions were contacted via telephone by a scheduling administrator. Assignment to modality was determined by participants' position on the CBCS waiting list, which operates on a first come, first serve basis. This quasi-randomization worked as follows: Clients contacted for scheduling on certain days were offered telephone interviews to be scheduled at a convenient time, whereas those contacted on other days were offered in-person appointments. A limited number of potential participants declined telephone interviews for a variety of reasons, including hearing issues and discomfort speaking over the phone.
It is important to note that although previous epidemiological research has indicated that people with anxiety and depressive disorders may be more likely to turn down interviews out of reluctance to be evaluated (Eaton et al., 1992) and might therefore prefer telephone interviews to in-person ones, the context of our naturalistic study makes it unlikely for severity of grief-related depression symptoms to have affected participation rates in the telephone condition any more or less than in the in-person condition. Participants who had opted out of the telephone condition were excluded from the study (but not from assessment or potential intervention). An additional number of participants opted out of the in-person assessment interview as well, but this number cannot be differentiated from clients who changed their minds and chose not to pursue support altogether.
The participants in the two conditions did not differ in terms of relationship to the deceased, v 2 (4, n ¼ 445)
; or time since bereavement, measured as a scale variable, v 2 (5, n ¼ 443) ¼ 6.48, p ¼ .263 (numbers differ slightly from the total study participation number as data for certain variables were missing in a few cases). Given that data on participants' age were collected in age ranges according to standard procedure at the counseling organization, another chi-square test was conducted to determine differences between categories in terms of participants' ages. The results indicated a small but significant association between age and category, v
. A Bonferroni-corrected Z-test of proportions revealed a significant difference in two age categories. A significantly greater proportion of those in the face-to-face condition were 18-29 years of age (14%) compared to the proportion of those in the phone-based condition (4%). In contrast, a significantly greater proportion of those in the phone-based condition were aged 60-74 (28%) as opposed to those in the face-to-face condition (15%). These group differences are presented in detail in Table 1 . We explored whether the difference in age had any impact on the dependent variable (assessment results) using multiple regression analysis and found no significant effect for age, as detailed below in the Results section.
Instruments
The assessment instrument used was the Indicator of Bereavement Adaptation-Cruse Scotland (IBACS). The IBACS was specifically designed to identify the level of risk and complexity of grief symptoms presented by the bereaved person in order to provide a commensurate level of bereavement support. The IBACS total score is calculated by the interviewer directly at the conclusion of the session. The IBACS is comprised of two sections:
Risk assessment
A semistructured interview was conducted addressing a number of risk factors that have been shown to contribute to complicated or prolonged grief (cf. Stroebe, Folkman, Hansson, & Schut, 2006; Zisook et al., 2014) . These include the client's personal and health history (including previous bereavements, losses, and traumas; personal health problems; and past psychological problems), relationship to the deceased (e.g., if the bereaved person has lost a child or if the relationship was complicated), social support (if the bereaved person was extremely lonely), and additional stressors (employment problems, caregiving responsibilities, financial problems, relocating) considered to contribute to complications in the grieving process. The risk assessment can produce a subtotal of 0 (standard) to a maximum of 7 points. Interviewers are instructed to provide no more than 1 point per category of risk.
Intensity of grief
This part was comprised of a 12-item self-report questionnaire primarily developed with permission from the Inventory of Complicated Grief-revised (Prigerson et al., 1995; Prigerson & Jacobs, 2001 ). Items were selected for a Scottish clientele and integrated to suit the Scottish context. Items on the questionnaire were rated on a 0-4 point Likert scale. Two specific items addressed client suicidal ideation. These items contributed to the total result but were also tabulated separately to indicate the client's risk of suicide. Internal consistency of this section of the IBACS was assessed using a separate client sample that included data on each individual item. This sample (n ¼ 331) showed acceptable internal consistency of the instrument, with a Cronbach's alpha of .75.
The IBACS total score consists of the sum of the 12 grief symptomatology items from the self-report, along with 0-7 additional discretionary risk assessment points allocated by the interviewer based on the client's responses to the Part 1 risk assessment questions. A client's IBACS point total can range from 0 to 55. Cruse Bereavement Care Scotland developed a tiered model whereby these points can be categorized into groups to enable clients to be assigned to an appropriate level of care (0-17 ¼ no intervention or watchful waiting; 18-28 ¼ skilled listener; 29-38 ¼ advanced skills listener; 39-55 ¼ counselor). An exception is made when clients report a high score on the two suicidality questions (a cumulative score of 6 points or higher), which make up part of the 12-item self-report. These two suicidality items are included in the IBACS total but are also considered as an independent subscale for suicide risk. In cases where a high suicide risk is reported, in-person and telephone interviewers alike are instructed to follow the CBCS suicide-risk protocol, which is designed to avail clients of appropriate and immediate support. This did not occur in the present study sample.
In the current sample, complete IBACS assessment forms were available for 125 participants, allowing for a comparison of risk assessment and grief scores across conditions. For the remaining 320 participants, only the IBACS point total was available for analysis.
Procedure
All interviewers completed a bereavement-specific assessment training module provided by CBCS. The specific training for the IBACS role includes an e-learning module on the place of assessment in a tiered intervention model and an understanding of data protection and interview skills. Trainees are invited to think about their script for explaining these issues to a prospective client. Successful completion of the e-learning module is followed by 2 days of group training. On Day 1, the delivery of the assessment interview is discussed in detail and skills are practiced and peer assessed. Following Day 1, trainees are provisionally licensed to conduct three IBACS sessions, which they then submit for evaluation. Trainees present details of these sessions on Day 2 of the training. A discussion of issues raised is followed by a discussion around discretionary points and ethical issues, such as supervision of IBACS sessions conducted by telephone. At the time of data collection, specific training for telephone delivery of the IBACS consisted of approximately 3 hr of additional discussion and practice work.
All interviews were conducted between December 2010 and April 2011. The same group of experienced interviewers conducted interviews in both modalities. Because at the time of data collection only this group of CBCS interviewers had conducted the IBACS both over the telephone in the pilot study and in person, eligibility for inclusion in the scientific study was further restricted to those clients who had been interviewed by one of those interviewers. This inclusion criterion was intended to reduce differences between the telephone and in-person conditions by controlling for differences between individual interviewers.
Results
The first objective was to establish whether there were differences in participants' IBACS point totals (the composite level of grief symptomatology and risk assessment score) according to in-person or telephone modalities. An independent samples t test was conducted on the IBACS point total and revealed a significant difference (with a medium effect size) between the telephone and in-person conditions, t (442) Implications for assignment of clients to intervention categories based on the CBCS model were then considered. Further examination of the mean differences between the in-person and telephone conditions revealed that a client with an average in-person assessment total (29 points) would be assigned to the advanced skills listener intervention category, whereas a mean score in the telephone condition (26 points) would indicate assignment to the skilled listener category.
However, as noted earlier, there was a slight difference in participants' ages between the two delivery methods. We therefore conducted a linear regression predicting total IBACS points, controlling for participant age group. This analysis was important to dismiss the possibility that differences in IBACS points between the two methods were due only to age differences between the delivery methods. The overall model predicting IBACS total with age group (dummy coded) and IBACS delivery method entered as predictors was significant, F(6, 401) ¼ 6.25, p < .001, R 2 ¼ .086. After controlling for the effects of age, the IBACS delivery method was a significant predictor of total IBACS points, t(401) ¼ 2.96, p ¼ .003. Using the predicted IBACS total points generated by the regression that was adjusted for age, participants in the telephone condition had an average IBACS point total of 25.82 (n ¼ 96, SD ¼ 2.14), and participants in the in-person condition had an average IBACS point total of 28.73 (n ¼ 312, SD ¼ 2.16). The results indicate that when controlling for age, the difference between point totals for the two delivery methods (M dif ¼ 2.86, SE ¼ .97) was very similar to the difference between delivery methods when not controlling for age (M dif ¼ 2.92, SE ¼ .98). These differences are based on the unstandardized betas using the same sample of 408 participants for whom age was available.
To further assess this point, the resulting assignment to the intervention category for participants-based on IBACS cutoff points-was compared according to method of delivery. A chi-square test for independence indicated no statistically significant association between IBACS delivery method and assignment to specific intervention category, v 2 (3, n ¼ 447) ¼ 6.34, p ¼ 096, Cramer's V ¼ .12. Table 2 presents the percentage of assignments in this sample to each intervention category (including no intervention) by IBACS delivery method. The proportion of IBACS interviewees in the telephone category who were found not to require intervention was greater than the proportion of participants in the in-person condition (13% telephone, 8% in person). Although this effect was not statistically significant, the results illustrate a trend where those who received telephone assessment were more likely to be assigned to receive less complex intervention.
Although the mean difference between the conditions was not statistically significant, it did translate to a clinical difference in the IBACS system of cutoff points. It was therefore considered important to investigate the mechanism underlying the difference in means between the telephone and in-person conditions. First, a simple linear regression model was conducted predicting IBACS points from method of delivery to determine whether the difference between the in-person and telephone group might be due to demographic and loss factors. This model was then compared to a multiple linear regression model which predicted IBACS points from method of delivery, client's age, length of bereavement, relationship to the deceased, and the deceased person's cause of death. A reduction in the magnitude of the effect for in-person versus telephone conditions would reveal whether the demographic and loss factors accounted for the difference in IBACS points between these two conditions. The analysis was conducted via a hierarchical regression model with method of delivery entered in block 1 and the other demographic and loss variables added in block 2. Both block 1 and block 2 were significant (N ¼ 395, p < .01). Using the predicted IBACS total points generated by the regression that was adjusted for the demographic and loss variables (including age), participants in the telephone condition had an average IBACS point total of 25.62 (n ¼ 93, SD ¼ 3.06), and participants in the in-person condition had an average IBACS point total of 28.60 (n ¼ 302, SD ¼ 2.84). The results indicate that when controlling for the demographic and loss variables-similar to when controlling for only age-the difference between point totals for the two delivery methods (M dif ¼ 2.91, SE ¼ .98) remained very similar to the difference between delivery methods when not controlling for any variables (M dif ¼ 3.00, SE ¼ .99). These differences are based on the unstandardized betas from Block 1 and Block 2 using the same sample of 395 participants for whom the demographic and loss variables were available. When comparing the unstandardized betas from Block 1 and Block 2, the difference is not significant (p ¼ .948). In summary, although the demographic and loss factors together did significantly predict IBACS points in this model (p < .001), they did not account for the difference between the telephone and in-person delivery methods.
Risk assessment points
As noted above, data on the breakdown of total IBACS points into risk assessment points and intensity of grief points were available only for a subset of participants (n ¼ 124; 81 in person, 43 telephone). The subsample had a similar demographic composition to the larger sample-including a mixture of urban, suburban, and rural locations-and as such was used to provide insight into whether the difference in total IBACS points between the two delivery methods may be attributed to differences in the risk assessment points, differences in the intensity of grief scores, or both when the size of the effect is large enough. When the IBACS sum scores within this subset of the data were analyzed, the difference in total IBACS points between conditions was not statistically significant (in person,
The post hoc effect size of the t test was revealed to be only .41, indicating that the test was underpowered and the sample size may have been inadequate to show a significant difference. However, because the difference between the in-person and telephone conditions in the subsample was comparable to the difference found in the full sample, we nevertheless investigated whether this more modest group difference was evident in the risk assessment portion or the grief intensity portion of the assessment tool. A t test was conducted to determine whether the inperson and telephone conditions differed significantly on the risk assessment portion of the IBACS. Because the variances of the two groups differed significantly, a t test for nonequivalent variances was used. This test indicated that participants who received an in-person assessment were assigned more risk assessment points (M ¼ 3.16, SD ¼ 2.04) than were participants who received a telephone assessment (M ¼ 1.23, SD ¼ 1.49; t(112) ¼ 6.05, p < .001). This finding was confirmed with a nonparametric Mann-Whitney test (Z ¼ 5.00, p < .001), which we conducted due to slight violations in the normality of the risk assessment point total.
To establish whether the difference between the in-person and telephone conditions in the number of risk assessment points may be due to demographic and loss factors, a simple linear regression model was conducted predicting risk assessment IBACS points from method of delivery. This model was then compared to a multiple linear regression model which predicted IBACS risk assessment points from method of delivery, client's age, length of bereavement, relationship to the deceased, and the deceased person's cause of death. A reduction in the magnitude of the effect for in-person versus telephone condition would reveal whether the demographic and loss factors account for the difference in IBACS points between the telephone and in-person conditions. The analysis was conducted via a hierarchical regression model with method of delivery entered in Block 1 (n ¼ 114, F(1, 112) ¼ 28.95, p < .001, R 2 ¼ .205) and the other demographic and loss variables added in Block 2 (n ¼ 114, F(16, 97) ¼ 3.52, p < .001, R 2 ¼ .367). Using the predicted IBACS total points generated by the regression that was adjusted for the demographic and loss variables (including age), participants in the telephone condition had an average IBACS point total of 1.25 (n ¼ 40, SD ¼ 1.06), and participants in the in-person condition had an average IBACS point total of 3.20 (n ¼ 74, SD ¼ .82). The results indicate that when controlling for the demographic and loss variables, the difference between point totals for the two delivery methods (M dif ¼ 1.81, SE ¼ .38) was slightly smaller than the difference between delivery methods when not controlling for any variables (M dif ¼ 1.98, SE ¼ .37). These differences are based on the unstandardized betas from Block 1 and Block 2 using the same sample of 114 participants for whom the demographic and loss variables were available. When comparing the unstandardized betas from Block 1 and Block 2, the difference was not significant (p ¼ .749). In summary, although the demographic and loss factors together did significantly predict risk assessment points (p ¼ .047), they did not account for the difference between the telephone and in-person delivery methods.
A comparable t test was conducted to determine whether the in-person and telephone groups differed on the grief intensity portion of the IBACS (the 12-item grief symptom self-report, which comprises Part 2 of the IBACS). This t test indicated no significant difference between groups, t(122) ¼ .01, p ¼ .99.
To summarize the overall pattern of results, the IBACS sum score for participants in the in-person assessment category was on average 3 points higher than the sum score of participants in the telephone assessment category. In the subset of the study for which a breakdown of the IBACS score was available, interviewers assigned participants in the in-person IBACS assessment category on average nearly 2 risk points more than they assigned participants in the telephone-based IBACS assessment category. In contrast, no statistically significant difference was found between the two conditions' grief symptom self-report subtotals. The differences in IBACS sum scores and risk assessment points between the two delivery methods were not significantly affected by controlling for demographic and loss factors. In sum, the assessment of clients' risk of developing complications in grief is higher when the interview is conducted in person, and lower when it is conducted by telephone.
Discussion
The results of our analyses demonstrate a difference for intake modality on assessment for bereavement intervention. In the subset of the data where a breakdown of the total score was available (including specific information on risk points), it was demonstrated that the variation in point allocation based on risk assessment could be uniquely predicted by intake interview delivery method. This difference was not accounted for by demographic and loss-related variables or by the grief symptom subscale scores (i.e., the structured question set). Clients who had in-person intake assessments received more IBACS risk points than clients who had their intake assessments by telephone, but the assignment to intervention categories was shown not to differ despite the significant difference in group means. We can cautiously conclude (while encouraging further investigation) that telephone assessment produces similar results, at least regarding grief symptom level evaluation. These results fit with the broader mental health assessment literature, and we can thus conclude that telephone-based interviews can be integrated into bereavement intervention intake assessment procedures with proper training.
First, we can only speculate as to why participants in the telephone condition received fewer risk points than those in the in-person condition. It is possible that clients assessed remotely were less willing to report risk factors, or that clients assessed in person were more emphatic in their risk reporting. Rohde et al. (1997) found that participants underreported substance abuse symptoms-which, as they noted, stem from socially stigmatizing behaviors-over the telephone. In Scotland, as in other countries with a strong Calvinist legacy, the expression of symptoms of grief and difficulties with coping may not comply with the social ideal of personal strength and unflappability; nevertheless, it is unlikely that it would carry the same degree of stigma that (illegal) substance abuse might. In addition, because results in the remote and in-person conditions were similar in the second part of the intake assessment, it seems improbable that remote clients would be as forthcoming as in-person clients in reporting grief symptoms but more restrictive when it came to risk information.
Second, it may be that important cues-visual or otherwise-indicating risk were not perceived by the interviewers during telephone assessments or were considered to be of greater importance during in-person assessments. However, that appears unlikely to be the case. Baigent et al. (1997) reported differences between clinical interviewers' assessments of blunting of affect and other observed behaviors when they were participating in an assessment remotely (via videoconference) compared to in person. Although all observing clinical assessors had the same visual cues, those assessors who were conducting the assessment remotely rated blunting of affect lower than did the on-site assessors. For this reason, it would appear that absence of visual data itself might not be responsible.
Third, the specific effects of physical presence in the in-person assessment and the kinds of suprasegmental information that may be gained or lost in either scenario should be considered. In particular, it may be worth examining how physical presence affects the transfer of such information, which may also be viewed in terms of the rapport or empathy established between the interviewer and the bereaved client. Depending on the client's expectations and circumstances, this kind of communication may be facilitated more effectively by means of a telephone or in-person encounter. Better understanding of the kind of suprasegmental information that is shared and how it affects the development of rapport between an interviewer and a client in an assessment context would be valuable for improving standards of care in both delivery modalities.
As we indicated at the outset, this is an exploratory investigation, and the naturalistic design introduced a number of limitations to our study. Because longitudinal data were not available for the sample examined, our investigation was limited to exploring differences between the telephone and in-person assessment conditions. The decision to work with data that emerged from the usual intake process at CBCS (with client consent), and thus not to disturb bereaved clients in the process of accessing support, meant forsaking a testretest study design, which may have been more robust.
Taken more broadly, it is important to acknowledge that it is the interest in providing not just care, but the right kind of care, for grieving people that creates the need for assessment in a bereavement intervention support program in the first place. Risk and symptom assessment enable a bereavement support system to operate a differentiated service model that accommodates clients with varying degrees of severity in their grief reactions or the character of their complaints. It also enables interviewers to discern between symptoms of grief and other underlying issues-such as trauma or substance abuse-which may require attention before a grief intervention can be of any help.
Finally, we would like to stress the need for caution when incorporating a telephone modality into an assessment system. Throughout the literature reviewed for this study, a common theme that emerged was researchers' consistent recommendations for using caution when making the decision to implement a telephone assessment modality for psychological and psychiatric services. This caution is especially important for practitioners and organizations considering the integration of telephone and in-person intake assessments into a single intake system-which is nearly always the case. In such situations, careful steps should be taken to account for differences introduced by a new assessment delivery method to ensure that clients assessed remotely will ultimately receive equivalent treatment as clients assessed in person. From the client's perspective, a well-run intake assessment process may help alleviate any trepidation associated with seeking help. For bereaved clients in particular, some of whom are seeking help for the first time in their lives, this is no small matter.
